
THOMPSON R2-J SCHOOL DISTRICT 
HEALTH SERVICES 

 
Permission for Medication 

 
Student ______________________________________________________________  
 
School______________________________________  Grade ___________________ 
 
Medication ________________________________  Dosage ____________________  
 
Frequency (if prn, please include time interval needed between doses) __________________________ 
 
Duration______________________________________Route __________________    _____________________________________ 

                           
Physician’s 
Signature_____________________________________________________________ 
 
Physician’s Name (printed)______________________________________________ 
 
It	
  is	
  agreed	
  and	
  understood	
  that	
  this	
  medication	
  will	
  be	
  provided	
  by	
  the	
  parent/guardian	
  in	
  
the	
  original	
  bottle,	
  labeled	
  with	
  the	
  name	
  of	
  the	
  medication,	
  dosage,	
  route	
  of	
  
administration,	
  frequency	
  of	
  use	
  and	
  clearly	
  marked	
  with	
  the	
  student’s	
  name.	
  	
  The	
  parent	
  
agrees	
  to	
  pick	
  up	
  expired	
  medication	
  or	
  unused	
  medication	
  within	
  one	
  week	
  of	
  notification	
  
by	
  the	
  staff	
  and	
  understands	
  that	
  all	
  medications	
  must	
  be	
  picked	
  up	
  by	
  an	
  adult	
  by	
  the	
  last	
  
day	
  of	
  school	
  (medications	
  left	
  at	
  school	
  will	
  be	
  destroyed).	
  	
  	
  	
  
Medications	
  will	
  be	
  kept	
  locked	
  in	
  the	
  health	
  office	
  and	
  dispensed	
  by	
  the	
  school	
  nurse	
  or	
  
trained	
  school	
  designee	
  as	
  per	
  the	
  orders	
  noted	
  above.	
  	
  
By	
  authorizing	
  the	
  administration	
  of	
  the	
  medication,	
  the	
  parent(s)/guardian(s)	
  of	
  the	
  
above	
  child	
  will	
  release	
  and	
  hold	
  harmless	
  the	
  Thompson	
  School	
  District,	
  the	
  school	
  nurse,	
  
or	
  trained	
  school	
  designee	
  of	
  any	
  claim,	
  demand,	
  or	
  action	
  associated	
  with	
  the	
  
administration	
  or	
  failure	
  to	
  administer	
  the	
  medication.	
  In	
  addition,	
  I	
  give	
  my	
  permission	
  for	
  
the	
  school	
  nurse	
  to	
  contact	
  the	
  prescribing	
  physician	
  with	
  concerns	
  or	
  questions	
  regarding	
  
the	
  medication	
  and	
  the	
  related	
  medical	
  monitoring.	
  	
  	
  
	
  
Date______________________   ________________________________ 
              Signature of parent/guardian 
	
  
  
Parents please note: 
 
*We must have a physician’s signature to give any medication, including over-
the-counter medicine; and the medication must be in the prescription or 
pharmaceutical container or by law we cannot administer. These are Rules and 
Regulations set down by the Colorado Department of Health and the Thompson R2-J 
School Board Policy. 
 
Unless your child has a chronic or extreme acute health condition, please have your child take medication 
at home.  Medications to be given three (3) times a day can generally be given before school, after 
school and at bedtime; in the case of antibiotics, this even-spacing is preferable and ensures a more 
consistent blood level of antibiotic.  
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